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PROMOTING PERSONAL RESPONSIBILITY (P1)

Background Information

One of the three KHPA goals for health reform imKas is promoting personal
responsibility for health. Underlying this goattiee need for fundamental health system
change to facilitate a person’s active engagenmemtaintaining and improving his/her
health regardless of age or health status. Aahmjeoptimal health/wellness requires that
individuals have greater access to health prombtieliness interventions, useful health
information, and shared financial responsibility fioeir health care expenditures.

Improved health behaviarBolicy options designed to increase Kansans’
accessibility to health promotion/wellness intemams in schools, the workplace,
and in families and communities are described utitesecond KHPA Health
Reform goal of paying for prevention and promotmedical homes.

Informed use of health care servicEslicy options designed to improve the
informed use of health care services include fbcas on improving health
literacy, and (2) expanding access to consumeesgdaty health care services,
cost, and quality.

Shared financial responsibility?olicy options consistent with shared financial
responsibility for consumers, providers, purchasamsg government are included
under the providing and protecting affordable Headsurance.

Background on Health Literacy™:

Health literacy is defined iHlealth People 201@s: "The degree to which individuals
have the capacity to obtain, process, and under&tasic health information and services
needed to make appropriate health decisions”. Woog to the American Medical
Association, poor health literacy is "a strongexdictor of a person's health than age,
income, employment status, education level, and'réReport on the Council of
Scientific Affairs, Ad Hoc Committee on Health Liéey for the Council on Scientific
Affairs, American Medical AssociatiodAMA Feb 10, 1999). Ihlealth Literacy: A
Prescription to End Confusigthe Institute of Medicine reports that ninetyliar

people in the United States, nearly half the pdmrahave difficulty understanding and
using health information. As a result, patienteftake medicines on erratic schedules,
miss follow-up appointments, and do not undersiasttuctions like "take on an empty
stomach".

Health literacy varies by context and setting andat necessarily related to years of
education or general reading ability. A person \iections adequately at home or work

! Excerpts from National Network of Libraries of Meitie;
http://nnim.gov/outreach/consumer/hlthlit.html#A1
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may have marginal or inadequate literacy in a hezdte environment. With the move
towards a more "consumer-centric" health care sysi® part of an overall effort to
improve the quality of health care and to reducdthecare costs, individuals need to
take an even more active role in health care mldéeisions. To accomplish this people
need strong health information skills.

Background on the Consumer Health and Transparency*

Consumers deserve to know the quality and cogstedf health care. For every other
purchase that they make, consumers can easilypfgetmation about price and quality.
When consumers have this information they can rbekter decisions. Consumers
should share in the savings, in the form of lowengums and more effective care, when
they take an active role in health care decisions.

Health care transparency provides consumers wétlinflormation necessary, and the
incentive, to choose health care providers basedibre. Providing reliable cost and
guality information empowers consumer choice. Camsuchoice creates incentives at
all levels, and motivates the entire system to jgi®@better care for less money.
Improvements will come as providers can see how gnactice compares to others.
Transparency is a broad-scale initiative enablmrgsamers to compare the quality and
price of health care services, so they can makernméd choices among doctors and
hospitals. A Kansas Consumer Health Care Transpwaferoject is currently underway
which will begin to collect and make available ¢ixig health and health care data
resources to the Kansas consumer. This initiagiverther described under the policy
option that seeks to implement the next phaseeopthject.

Policy Options: Two policy options designed to promote the infodnise of health
care services by Kansans associated are descnilmedre detail in separate documents:

0 (1) Improved health literacy

o (2) Consumer health transparency project (phase Il

2 Excerpts from Value Driven Health Care Home Itiitie; US Health and Human Services Secretary
Michael Leavitt; http://www.hhs.gov/valuedriverdiex.html
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P1 (1) Informed Use of Health Services: Transparency for Consumers: Health Care
Cost and Quality Transparency Project

Policy: Support the second phase of the Kansas Consuméh izae
Transparency Project which will begin to collectianake available existing
health and health care data resources to the Kansasimer.

Background:

In FY2008 KHPA approved a two phase health inforamatransparency
initiative for consumers. In Phase | the Stateduip of Kansas is working with
other libraries to create a portal of existing tteahd health care resources for
Kansas consumers. The Health Transparency pottdéevimarketed to all public
libraries in Kansas as “the icon for health camd &aining in the use of the
portal will commence after January 1, 2008. Thestiyment of the portal has
begun and will be functionally implemented by Jayuib, 2008 and fully
implemented by June 2008. Simultaneously the Nkdl/ocal development is
proceeding which brings information about localltreeare services and support
groups to Kansas consumers and will be integrattdtine portal. A health
information curriculum will be established to ediecansans about the use of
health information and available health resources.

In Phase Il of the “Health Transparency Projects$&anspecific health quality and cost
measures recommended to the KHPA Board by the ©ataortium (which consists of
health care stakeholders in Kansas) will be dewslagnd made available to consumers
through the Health Transparency Portal, allowingstmners to compare cost and quality
of health providers and plans.

K ansas-Specific Data:

There are 327 public libraries located across tiéie ®f Kansas. The public library
system is regionalized into seven districts; Céniarth Central, Northeast, Northwest,
South Central, Southeast, and Southwest. The plillviazies have long served as a focal
point in the community for information exchangehelGolLocal feature of this project
will localize resources pertinent to the severdiprdistricts.

Population Served:
The entire population of the state (2,764,075)dw®ss to the public libraries in their
community or communities nearby.

Costs:

$200,000 is needed for implementation of Phaséthe Transparency project. These
funds will be utilized to continue the employmentiee librarian dedicated to the project,
maintain the authentication software allowing Karsse access copy-written materials,
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provide grants to local libraries, market the peogy and integrate the health quality and
cost data.

Considerations:

In FY2008 KHPA board approved the two phase heaftirmation transparency
initiative for consumers. Phase | activities aagédnbeen initiated and training in the use
of the portal will begin in January, 2008. Phdsaldnned activities are essential for
achievement of the goal of assisting Kansans tcemaake health purchasing decisions
by providing them access to quality and cost data.

Stakeholder Input:
Multiple members of the advisory councils commenipdn the need for quality health
information.

| P1 (2) Promoting Informed Use of Health Services. Improving Health Literacy

Policy: Establish a piloprogram to provide payment incentives to Medicaadlthwave
providers who adopt health literacy enhancemetiatnies in their practice settings.

Background:

An informed purchase of health care services reguiealth literacy by the consumer.
Health literacy is the skill set required for adiindual to gain access to and understand
and use information in ways which promote and na@ingood health. The health care
system needs to improve people’s access to heddthmation and their capacity to use it
effectively.

Nearly half of all adults have a health literacglpem. People with limited literacy
skills have less knowledge about and poorer adberenmedication and self-care
regimens for certain chronic conditions; have lesswledge and less likelihood of
getting specific preventive tests and exams; haoegy self-reported health and poorer
health outcomes; and have increased hospitalizatiod costs.

A large gap exists between the health literacyllef/people and the level of health
information produced by the health industry, cregt situation where many consumers
cannot understand the health information they wecom providers. In 1998,
inadequate health literacy cost the US health sysie estimated $30-73 billion. A small
number of states have specific projects focuseldeaith literacy but these initiatives are
in their infancy and much more needs to be dopern$ons are to achieve optimal health
particularly if they are living with chronic diseas

Kansas-Specific Data: A 2007 survey by Health Literacy Innovations of Medd
agencies indicated that in Kansas was among 568tates who had set readability
guidelines for their Medicaid materials at"adgrade reading level.

Population Served: Medicaid/Healthwave enrollees who are under the oaproviders
adopting the health literacy enhancement strategies
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Costs:
$250,000 to establish a pilot program that proviiteancial incentives to
Medicaid/Healthwave providers who adopt healttrdity enhancement initiatives.

Considerations:

* A 2004 Institute of Medicine study examined the ypooflknowledge related to health
literacy and recommended actions to promote alinditdrate society.

» The 2002 Council of State Governments (CSG) congreiie study of health literacy
identified “best practice” models including the é®pment of adult and school-age
health literacy toolkits and the appointment okalth literacy task force.

» The Kansas chapter of the American Academy of Récas focusing on Health
Literacy and has received a $1,000,000 challengetgrom KHF for the statewide early
literacy program “Turn a Page. Touch a Mind".

» The Kansas City Missouri Health Department is depielg a health literacy initiative
targeted to grades kindergarten through third gfacesed on prevention and health
issues.

Stakeholder Input:
Multiple Advisory Council members mentioned the Ittreteracy issue and the need for
useable health information.

PROMOTING MEDICAL HOMESAND PAYING FOR
PREVENTION (P2)

P2: Promoting Medical Homes

Background of the Medical Home Concept®

Many Americans may not be familiar with the termetiical home," however, they know
when they don't have one—that is, a primary caaetpe that provides them with
accessible, continuous, and coordinated care. Acaldadome is more than just a place; it
is a comprehensive approach to providing care.idée of a medical home is 180

degrees from an emergency room, urgent care fgalitwalk-in clinic. In medical home
practices, patients develop relationships withrthesviders and work with them to
maintain healthy lifestyles and coordinate prewentind ongoing health services. In this
sense, medical homes are the foundation of patiemiered care, designated by the
Institute of Medicine as one of the six aims fa tiealth care system, and defined as care
that is respectful of, and responsive to, indivichatient preferences, needs, and vafues.

The concept of a medical home began with pediatigsiwho see children frequently
during their early years and thus have opportunitieprovide comprehensive care,
including developmental and behavioral serviced. 97, the American Academy of

3 Excerpts from “Schoenbaum, S., Davis, K., Abram, M. No Place Like Home.
Commonwealth Fund. Dec. 19, 2006”
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Pediatrics adopted a policy statement which dedltrat "quality medical care is also
best provided when all of the child's medical dagtogether in one place, (a medical
home) readily accessible to the responsible prassior physicians.” The Academy has
fleshed out this concept over the years. In 2a0&escribed the concrete attributes of a
medical home, for example defining "accessiblee e care that is physically and
financially within reach of patients, but whichalkso facilitated by effective patient—
provider communication. "Comprehensive" care, tm@yntained, should extend beyond
basic medical care to include educational, devetgal, psychosocial, and other
individual needs

In its 2002 policy statement, the AAP expandedntieelical home concept to include
these operational characteristics: accessiblejraanis, comprehensive, family-centered,
coordinated, compassionate, and culturally effectiare. The American Academy of
Family Physicians (AAFP) and the American Colleg®bysicians (ACP) have since
developed their own models for improving patieneczalled the “medical home”

(AAFP, 2004) or “advanced medical home” (ACP, 2006)e “Joint Principles for a
Medical Home” were established by the American Arag of Family Physicians
(AAFP), the American Academy of Pediatrics (AARe tAmerican College of
Physicians (ACP), the American Osteopathic AssmrigfAOA) in Feb. 2007

Many experts argue that medical homes are impoftart! patients, not just children

and adolescents. As part of broader quality impmoesst efforts, medical homes could
ensure the provision of appropriate preventiveisesy help patients manage their
chronic conditions, and reduce spending on emeggenother acute care. Nurses would
play central roles, working with primary care pltyans to develop disease management
programs for patients with chronic illness and jlevsupport for all patients in their
efforts to live healthy, productive lives.

Yet, there are significant challenges to realizimg promise of medical homes. Many of
the services called for in true medical homes, saclinking patients with needed
community services, providing consultations via &gy and consulting or coordinating
care with other physicians, are not usually parddicectly by insurers. And, for a variety
of reasons including lack of insurance coveraggyer8ent of Americans did not have a
usual source of care in 2005. Frequent job chaagesocations also contribute to
people moving in and out of different practicesidsts show that those without a
primary care provider are more likely to have unmestds for care, more
hospitalizations, and higher costs of care, ang #ne less likely to keep doctor
appointments and receive preventive care services.

What's more, the number of American medical gragiiahtering primary care fields—
particularly family medicine and general internaditine—has dropped precipitously.
Creating medical homes would require changes initig. Learning to coordinate care
and manage a practice are not prominent subjegisyisician training. Nurses and
physicians' assistants might extend the natiopaaity to deliver primary care services,
but face similar challenges with respect to reirsbarent.

Kansas Health Policy Authority 7
Health Reform Draft Policy Option
October 15/16, 2007



Policy Options. A number of policy options associated with thealepment of
person/patient centered medical homes in Kansadesiibed in more detail in separate
documents:

o (1) Defining a Medical Home in statute, and remgjithat Medicaid/Healthwave
beneficiaries select a medical home for primarg carvices

o0 (2) Development and promotion of a statewide ComitytHealth Record for
Medicaid/Healthwave and the State Employee Hedéh (SEHP)

0 (3) Increased Medicaid/Healthwave reimbursemenpfimnary care services
consistent with a medical home and “value basetttheare”

0 (4) Adopt recommendations from Advanced ID Carojétt for
Medicaid/Healthwave beneficiaries and for the SEategloyee Health Plan
(SEHP)

| P2: Promoting Medical Homes (1): Defining a Medical Home in statute

Policy: Develop a statutory definition of a medical homedtate-funded health
programs (Medicaid/Healthwave, and the State-Engadyealth Plan).

Background: One of the components of Kansas health reforim jgomote a
person/patient centered medical home as a waygmie the quality of primary health
care, promote improved health status, and ultippdttelp to control the rising costs of
health care. As defined by the American Academiyafiatrics, "A medical home is not
a building, house, or hospital, but rather an apgindo providing comprehensive primary
care. A medical home is defined as primary caaéithaccessible, continuous,
comprehensive, family-centered, coordinated, cosipaate, and culturally effective.”

Promoting the development and use of medical hametipes will help to organize
health care services through a medical home mottleltihe goal of improving health
outcomes and containing health care costs. Statdsas Colorado, Washington,
Missouri and Louisiana, advancing the medical homoelel and passing legislation to
organize Medicaid programs around the medical hooneept. North Carolina has used
existing legislative authority to extend the metlloame concept to its Medicaid and
SCHIP populations. A number of states have defaatkedical home in statute, such as
Louisiana, Colorado and Massachusetts.

Example: Colorado Medical Home statutory definition (for demonstration
purposes only; Kansas stakeholders and the KHPA should develop a Kansas
specific definition)

25.5-1-123. Medical homesfor children - legidative declaration
- duties of the department - reporting requirements. (1) THE GENERAL
ASSEMBLY HEREBY FINDS AND DECLARES THAT:
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(a) THE BEST MEDICAL CARE FOR INFANTS, CHILDREN, AND
ADOLESCENTS IS PROVIDED THROUGH A MEDICAL HOME, AS
DEFINED IN SECTION 25.5-1-103, AND THAT IS CONSIST™ WITH THE
JOINT PRINCIPLES OF A PATIENT-CENTERED MEDICAL HOMHHOSE
PRINCIPLES SHALL INCLUDE A WHOLE PERSON ORIENTATIONCARE
THAT IS COORDINATED AND INTEGRATED ACROSS ALL ELEMBTS
OF THE COMPLEX HEALTH CARE SYSTEM AND THE PATIENT'S
COMMUNITY, AND CARE THAT PROVIDES FOR QUALITY AND
SAFETY OF THE PATIENT WHERE QUALIFIED HEALTH CARE
PRACTITIONERS PROVIDE PRIMARY CARE AND HELP MANAGERND
FACILITATE ALL ASPECTS OF MEDICAL CARE;

(b) INFANTS, CHILDREN, AND ADOLESCENTS AND THEIR FAMILES
WORK BEST WITH A HEALTH CARE PRACTITIONER WHO KNOW3HE
FAMILYAND WHO DEVELOPS A PARTNERSHIP OF MUTUAL
RESPONSIBILITY AND TRUST,

(c) MEDICAL CARE PROVIDED THROUGH EMERGENCY
DEPARTMENTS, WALK-IN CLINICS, AND OTHER URGENT-CARE
FACILITIES IS OFTEN MORE COSTLY AND LESS EFFECTIVEHAN
CARE GIVEN BY A PHYSICIAN WITH PRIOR KNOWLEDGE OF HE
CHILD AND HIS OR HER FAMILY; AND

(d) THE STATE DEPARTMENT SHOULD STRIVE TO FIND A MEDIEL
HOME FOR EACH CHILD RECEIVING SERVICES THROUGH THETATE
MEDICAL ASSISTANCE PROGRAM, ARTICLES 4, 5, AND 6 OFHIS
TITLE, OR THE CHILDREN'S BASIC HEALTH PLAN, ARTICLEB OF THIS
TITLE.

(2) ON OR BEFORE JULY 1, 2008, THE STATE DEPARTMENMN
CONJUNCTION WITH THE COLORADO MEDICAL HOME INITIATVE IN
THE DEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT, SALL
DEVELOP SYSTEMS AND STANDARDS TO MAXIMIZE THE NUMBR
OF CHILDREN ENROLLED IN THE STATE MEDICAL ASSISTANE
PROGRAM OR THE CHILDREN'S BASIC HEALTH PLAN WHO HAK A
MEDICAL HOME. THE SYSTEMS AND STANDARDS DEVELOPED
SHALL INCLUDE, BUT NEED NOT BE LIMITED TO, WAYS TOENSURE
THAT A MEDICAL HOME SHALL OFFER FAMILY-CENTERED,
COMPASSIONATE, CULTURALLY EFFECTIVE CARE AND SENSIVE,
RESPECTFUL COMMUNICATION TO A CHILD AND HIS OR HER
FAMILY.

(3) ON OR BEFORE JANUARY 30, 2008, AND EVERY JANUAR30
THEREAFTER, THE STATE DEPARTMENT SHALL REPORT TO HH
HEALTH AND HUMAN SERVICES COMMITTEES OF THE HOUSE ©
REPRESENTATIVES AND THE SENATE, OR ANY SUCCESSOR
COMMITTEES, ON PROGRESS MADE TOWARD MAXIMIZING THE
NUMBER OF CHILDREN WITH A MEDICAL HOME WHO ARE
ENROLLED IN THE STATE MEDICAL ASSISTANCE PROGRAM ORHE
CHILDREN'S

BASIC HEALTH PLAN.
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Cost Estimate: The planning process should incur minimal castthé KHPA. Costs
associated with reimbursement for the medical horadel are not considered here.

Population Served: All beneficiaries of state-funded health care pl@visdicaid and
the State Employee Health Plan), as well as Kanesakh care providers.

Considerations;

* The designation of the medical home is a corneestdrsupport for other areas of the
KHPA preventive health agenda. Defining in statbeemeaning of a medical home
in Kansas will provide the framework for furthengéopment and implementation of
a medical home model.

* In order to determine the appropriate definitioraohedical home for state-funded
health programs (Medicaid/Healthwave, and the SEatployee Health Plan), a
process should be developed to include stakehwoigdet.

* In conjunction with other state agencies and wigkaholder input, KHPA will draft
measures for designating specific health care ges\practices and settings as
primary care medical;, Kansas specific data wilcbkected and evaluated.

* Expanding the patient/person center medical horieaquire partnership with mid-
level practitioners and safety net clinics, whicé eritical to serving the needs of
rural communities and underserved areas in Kansas.

* The medical home in Kansas should recognize thertapce of mental health
services and the relationship between physicahaectal health. In addition, the
addressing appropriate services and continuumrefazer the life span is critical to
the medical home, which should include a focusngprovement on end-of-life care.

Stakeholder input: The support of a medical home has been endorsdtkelbdmerican
Academy of Family Physicians (AAFP), the Americatedlemy of Pediatrics (AAP), the
American College of Physicians (ACP), and the AaariOsteopathic Association
(AOA). The Kansas chapters of these organizatwaesalso supportive of a medical
home model.

As part of the stakeholder process moving forwaddlitional stakeholder feedback
should be solicited from various health care ptiacters (such as nurse practitioners and
physician assistants, rural health clinics andtgafet health care clinics, and
organizations with specific expertise in varioupeags of the continuum of care).

P2 Promoting Medical Homes (2): Increase Medicaid provider reimbur sement |

Policy: Analyze and increase specific reimbursement fanary care services
consistent with a medical home model and “valueebdwealth care purchasing” for the
Kansas Medicaid/Healthwave program.

Background: One of the components of Kansas health reform pgdmote a
person/patient centered medical home as a waygmie the quality of primary health
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care, promote improved health status, and ultimdtelp to control the rising costs of
health care. As defined by the American Academiefiatrics, "A medical home is not
a building, house, or hospital, but rather an apgindo providing comprehensive primary
care. A medical home is defined as primary caagithaccessible, continuous,
comprehensive, family centered, coordinated, cosipaate, and culturally effective."

The concept of value-based health care purchasitigat purchasers should focus on
outcomes, cost and quality of health care throhghriformed use of health care
services. In Kansas, value based purchasing cas fan incentives for health services
delivered through a primary care medical home, tedsicing inappropriate care. The
health care system and its’ patterns of reimburseici@rently serve as disincentives for
providers to take time to provide those prevensieersices not associated with a technical
procedure. Even those technical procedures asedaiath prevention activities are

often not paid for at the optimal rates. Healtreaaform should include a commitment
to analyze the reimbursement rates of health pessiderving beneficiaries of state-
funded health plans for a wide range of screenatigides and preventive care.

In Kansas, value based purchasing can focus ontines for health services delivered
through a primary care medical home, thus reduiciagpropriate care and their
commensurate costs. This year, the State Empldga#h Plan (SEHP) is moving
toward value based purchasing with a focus ont“ficdlar coverage” for preventive
services and annual wellness exams, as well @agdisant investment in health
promotion through incentives aimed at self-engagenmehealth and wellness activities.
Additional improvements in the SEHP will include@ntives for providers to deliver
health services consistent with a primary care nadiome.

Population Served: Beneficiaries and health care providers in tla@sas
Medicaid/Healthwave program.

Cost Estimate: Costs will depend upon the number of Medicaid €Bdes that are
increased, assuming that the reimbursement rakenivitor Medicare CPT code
reimbursement.

Considerations:

* Increased reimbursement for primary care preversi@greices is key. On average,
physicians serving Medicaid beneficiaries are reimbd at 83% of the maximum
allowable Medicare rate for most preventive seicé& his proposal would
include a review of reimbursement for primary gareventive services including
well-child visits, immunizations, disease screeniugd other clinical procedures
linked to Current Procedural Terminology (CPT) &fehlth Care Procedural
Services (HPCS) codes. Providing maximal reimbuesd for current codes, and
recognizing and reimbursing new and needed prexesgrvice codes, will drive
health care professionals to provide more preverdare.

» This year, the State Employee Health Plan (SEHRoging toward value based
purchasing with a focus on “first dollar coveradet’ preventive services and
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annual wellness exams, as well as a significargstmaent in health promotion
through incentives aimed at self-engagement intheald wellness activities (for
both employees and their dependents). This inslueilenbursement for
telemedicine to increase access to care for rumasEns. Additional
improvements in the SEHP for next year will includeentives for providers to
deliver health services consistent with a primamseanedical home.

» The KHPA has the ability to determine code recagniaind reimbursement
patterns within state-funded health care prograimstituting similar plans within
private health care plans will be a result of védup action. Nonetheless, private
health care plans often follow government-led e#am the nature and scope of
benefit design. In the larger perspective of adtiog for the health of the state,
it is appropriate for the Authority to express gngon on this issue.

Stakeholder Input: The support of a medical home has been endorsdtkelbdmerican
Academy of Family Physicians (AAFP), the Americatedlemy of Pediatrics (AAP), the
American College of Physicians (ACP), and the AaariOsteopathic Association
(AOA). The Kansas chapters of these organizatwesalso supportive of a medical
home model that better reimburses for the costiafgry and preventive care.

P2. Promoting Medical Homes (3): I mplement Statewide Community Health
Record

Policy: Design a statewide community health record to ptertite coordination and
exchange of health information for state fundedthgaograms (Medicaid/Healthwave,
and the State-Employee Health Plan).

Background: Improving the coordination of health care is a keynponent of a medical
home model and the utilization of health informatiechnology is a primary means to
improve coordination. The clinical care of stateéded health plan beneficiaries is
fragmented between different providers, clinicg] ather health care facilities. This
fragmentation leads to discontinuities in caretesldo lack of effective information
exchange. Similar difficulties exist in the transsion of health plan eligibility and
benefit information. Promoting the exchange afickl and fiscal health care
information can enhance the process of care. laipgcaccess to personal health
information by consumers will help to promote seknagement of care and personal
responsibility.

Nearly two years ago, the State of Kansas impleateatpilot project to use of a
community health record (CHR) to help deliver tinahd accurate health information
for Medicaid beneficiaries. The state is curreeihgaging select managed care
organizations and an information technology compganyeploy CHR technology to
Medicaid managed care providers in Sedgwick Couiitye goal of the CHR is to
improve the quality, safety, and cost-effectivengfsthe health care delivery system.
The CHR also enables KHPA to focus on preventiahthe creation of a primary care
medical home.
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The current CHR pilot project is built on adminaive claims data and provides
clinicians electronic access to claimed medicatsjiprocedures, diagnoses, medications,
demographics, allergies and sensitivities, immurona, vital signs, and lead screening
and health maintenance data (includes Early anddieiScreening, Diagnosis and
Treatment [EPSDT] status). The record also coatame-Prescribing component that
enhances the clinician’s workflow, reduces the aknedication error caused by
inadequate or unavailable patient information, imcdeases safety and health outcomes
associated with prescription generation. This comepo provides a drug interaction and
contraindication tool as well. The prescriber magess formulary information and has
the capacity to submit prescriptions to pharmaeiestronically. The CHR is also used
to link information from beneficiaries participagiin the Enhanced Care Management
pilot program, which is a community based modeldmonic disease management.

A statewide CHR should include as a priority thegbility of a “consumer-centric”

view and the use of personal health informatiorth@yconsumer. As stated by Zoe Baird
of the Markle Foundation, “It would seem obviouscs health care is all about
improving consumer and patient’s quality of card guoality of life that we would think
of them at the center of any healthcare convensatio fact, much of the health care IT
conversation has been about systems and the piaythies health care system and about
technology and about standards... in the hanttseafonsumer and the provider that's
serving them, [we} could transform how they're geithealth care.”

Kansas specific data: In Kansas, approximately 21% of physician offices electronic
clinical information. In the hospital environmebt, % reported access to electronic lab
results, 34% reported electronic imaging systenmsane, and 24% reported electronic
medication administration.

Costs: Range between 2 to 3 million (all funds), depegan the number of additional
sites and users included and enhancements male $g<tem functionality.

Considerations:

* The development of a statewide CHR would leveragarnvestment and
experience gained in Sedgwick County and the @lldR project just beginning
in Kansas City among employee groups (Care Entrwsiich includes Kansas
state employees working in the Kansas City region.

* The development and implementation of a statewid® @ould require
significant stakeholder input. Accordingly, the KABoard should create an
“HIT/HIE Advisory Council” to provide ongoing feedick about the development
and implementation of a statewide CHR taking irdcoaint on the work of the
Governor’s Health Care Cost Containment CommisglmHealth Information
Exchange Commission, and the Kansas HISPC (Hedlbthnhation Security and
Privacy Collaboration) project. The HIT/HIE AdvigoCouncil could also
provide guidance on the means to provide educatitechnical support for
health care providers interested in integratindtheaformation technology into
their practices. Consumer and provider input i® pinocess will be critical.
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» A statewide CHR in Kansas should integrate conswaneess to allow consumers
to review their personal health information (PHi)ftirther promote personal
responsibility and self-management of care. Engutbonsumer privacy and
security must be a key consideration in the devekq of health information
exchange; consumers must be given ultimate auyhiariwho is allowed to view
their health information.

* As a payer of health care services, the state wieuktage its considerable
purchasing power to promote the use of health im&dion technology and
exchange through a statewide community health decor

* Because a CHR is web-based, health providers @anequoired to purchase
expensive equipment or software technology tozetiéi statewide CHR.
Providers will require access to the internet aagiwvided with training on the
utilization of the CHR.

Stakeholder Input: Evaluations from health care providers who utilileel CHR in
Sedgwick Country were very positive about the tytiif the CHR. Significant input and
feedback on HIT/HIE has been garnered through theetor’'s Health Care Cost
Containment Commission, the Health Information Ede Commission, and the
Kansas HISPC (Health Information Security and Rxy@ollaboration) project.
Additional input specific to a statewide CHR whiategrates consumer access could be
obtained through the creation of an HIT/HIE Advis@ouncil.

P2. Promoting Medical Homes (4): Promote I nsurance Card Standar dization |

Poalicy: Include a standardized format for health insurasases for
Medicaid/Healthwave beneficiaries and for State xwyge Health Plan (SEHP)
enrollees to decrease administrative costs andowepnealth care coordination.

Background:

Improving the coordination of health care servises key component of a medical
home. A health insurance ID card is a patienttsygooint into the health care system.
Presently, ID card technology has advanced to ¢ir& that it can be used as a “key” for
providers to unlock a patients' financial and iaswe eligibility information. KHPA
requests moving forward on a project that wouldgfarm our current system which
includes the utilization of paper ID cards issuaghthly, to one that utilizes plastic
advanced ID cards that utilize a magnetic strippasrcode technology. These cards will
allow a provider the ability to instantly determi@ member qualifies for a Kansas
Medical Assistance Program (KMAP) or future progrsumsh as Premium Assistance by
swiping or scanning a patient’s card.

Kansan'’s eligible to receive medical benefits tiglothe Medicaid program currently
receive a paper identification card to show prdclmibility to participating providers.

In addition to the paper card, beneficiaries eerblh the HealthWave (SCHIP) program
also receive a plastic card, issued by their HMe used in conjunction with the paper
ID card. Because this process is administratizelyplex and expensive, Kansas
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Medicaid has been looking at going to plastic céndsome time (1995), but has not
done so because of past provider resistance ahditat problems.

Recently, (2006) the KHPA funded a project throtigdh Mid-America Coalition on
Heath Care to develop a plastic card with advambezhrd technology. In addition to
being able to relay a patient’s financial and iasiee status information instantly, this
card technology would also eliminate claim rejecttaused by providers inaccurately
manually entering patient identification informatioThe collaboration through this
project has helped to prepare stakeholders (ses/p&r the adoption of the Advanced
ID card. The format for the card is being devetbpseing national standards that govern
the transmission and receipt of information (C.@)Rand that focuses on the
specifications of applying ID card technology tdigat ID cards (WEDI). The idea of
real time eligibility that may some day lead tolrig@ae payment and a decrease in claim
rejections resonates well with providers.

Population Served:

Kansans who qualify for Medicaid/HealthWave and Eiyges. Kansans participating in
the State Employee Health Plan will be affecte®Ild®A renews contracts with health
plans.

Costs: The total costs (all funds) to implement this peogrwill total approximately
$171,745.00 in FY2009. $69,659.50 of this coS@&F.

It is anticipated that the move to the “advanced#ad” will result in cost savings of
$210,000 in the first year from the significantwetion in postage, production and
materials cost associated with mailing paper caradsthly.

Considerations:

» Each month, EDS produces and mails in excess g0@@%aper ID cards to
eligible beneficiaries. By replacing the monthlgitmg of paper ID cards with
the more permanent plastic cards, DHPF will readiz®st savings in postage,
production and material costs.

» The technology issues regarding this project haenliesolved. This is now a
systems issue.

» Current investigation indicates most health plasescansidering the
implementation of advanced ID card technology. Ewer, their willingness
ultimately to adopt this technology seems basefbonfactors: 1) active provider
participation in the adoption of new technologya2jemonstrated return on
investment or cost savings for adopting the teabygl3) the presence of
momentum from the market driving the change, antthd establishment of
national standards to guide the implementationgsec

» KHPA moving forward with a project to replace therent program cards with a
single plastic card with advanced ID card technglogy represent a “tipping
point” in the Kansas market toward the widespredaption of advanced ID card
technology.
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* KHPA should incorporate the use of advanced ID £artb its RFP process.
KHPA should use the RFP process as we renew ctsitrgit insurance plans as
a means to ask these plans to adhere to our adi/#daard guidelines.

* The project plan should include the adoption ofeng national operational rules
and electronic transactions standards (CAQH COR& VIEDI) rather than
creating our own.

Stakeholder Input:

A diverse group of stakeholders representing maliipdustries and entities, including;
health plans, physicians, medical office manag®es;stice management software
companies, clearinghouse vendors, pharmacies athanproviders have been actively
meeting and collaborating on this project sincet&aper of 2006.

P2. Paying for Prevention: Background on Improving Healthy Behaviors

One of the three major recommendations for healfttrm in Kansas is to encourage
healthy behaviors by individuals in families, commiies, schools, workplaces.

Background*:

Healthy, productive individuals make our nation sg@nd vibrant. Advances in
medicine contribute to national economic growthhielping Americans recover more
quickly from injury and illness, avoid lost or ifiettive work time due to flare-ups of
chronic conditions, and live longer with higher bjyeof life.

Progress in preventing and treating disease hasdamaproximately 30 years to
Americans’ life expectancy since the beginningh&f 20th century. For example, over
the past 50 years, advances in the treatment dfosascular disease alone have added
more than three years to the life expectancy of amhwomen. As Americans live
longer, healthier lives, they also are working lenghus continuing their contributions to
the economy. A one year improvement in the lifeeztgncy of the U.S. population
translates into an estimated 4 percent increageoss

domestic product (GDP) — an increase currently eguabout $540 billion.

Yet, even as the U.S. health system’s ability &vpnt and treat disease improves, the
prevalence of chronic health problems among worlkingericans is rising. Individuals,
of course, prefer to be healthy and productivearathan sick and unable to work. Yet,
illness and chronic conditions can keep peopleobutork for days or even months at a
time or force them to leave

the workforce altogether. Inability to work dimihiss individuals’ quality of life and
capacity to provide for themselves and their fagsiliBeing unable to work can lead not
only to a loss of financial security but also tdueed self esteem and symptoms of
depression.

4 Excerpts from American Hospital Association (October 2007) Healthy People Are Nation
Foundation. Original document including citations http://www.aha.org/aha/research-and-
trends/AHA-policy-research/2007.html
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In addition, lost or unproductive work days possgaificant cost to national and local
economies. For example, in Kansas, hypertensiomnas and diabetes account for an
estimated 1.2 million lost work days each yearisThthe equivalent of $280 million
dollars annually.

The incidence of chronic conditions among the wagkpopulation is increasing. In

2003, three out of 10 U.S. workers reported hawimgalth problem defined as presence
of a chronic condition such as diabetes, arthicégicer or heart disease; presence of a
disability; or self-reported fair or poor healtlatts. These health conditions lead not only
to missed work time

(absenteeism) but also reduced productivity whilvak (referred to as

“presenteeism”). An estimated 69 million workerekaick days in 2003, amounting to
407 million lost work days. This

translates into $48 billion in wages paid for tine worked because of iliness.

A majority of working Americans have at least osence from work due to illness or
go to work sick during the course of a year. A syrof working Americans ages 19 to
64 found that two-thirds missed one or more daysak due to their own health
problems or those of a family member in 2003. Addally, half reported going to work
while sick or while worried about the health probkeof a family member, and thus were
unable to work at full capacity while there.

Focus on Prevention in Kangas

The Kansas health system — like other states agmssica — has a focus on sick care in
expensive settings, with complicated interventi@m] an underinvestment in
prevention. Although we often talk about the chadles of Kansas’ health system in
terms of affordable health insurance and mountewgjth care costs, we rarely mention
the issue of health itself. We need to put theassfour health front and center — and
realize that access to health care is a piecdayfar puzzle.

Do Kansans want more health care, or do we wateietalth? The evidence seems to
point to more health care, regardless of outcoineeed, it is predicted that by 2014,
health care costs will be 19% of the country’s exon and 63% of that growth will be
due to arise in

treated diseases, including obesity, hypertensiod,cancer. Health care costs are
concentrated in the sick few, with the sickest &fcpnt accounting for 64 percent of
expenses. And yet, according to the Institute ofliciae, 30 to 40% of every dollar spent
in the US on health care is spent on overuse, usdemisuse, or duplication. Is this the
health care that we want more of?

What if Kansans wanted better health?

Many factors impact our health, but our health vedra are responsible for more than
half of our health outcomes. Reforming our heaytesm will require that we reform

® Editorial, Marcia Nielsen, Executive Director, KHPA July 17, 2007
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ourselves too. In Kansas, 60.5% of adults are osight or obese, 20.4% percent use
tobacco, and almost one fourth of Kansans haveliimbd pressure.

Policy Options. There are four sets of policy options aimed at pgyor prevention and
improving health outcomes:

= Improve healthy behaviors in families and commaesiti
0 Increase tobacco user fee
o Statewide ban on smoking in public places
o Partner with community organizations
= Improve healthy behaviors in schools;
0 Include Commissioner of Education on KHPA Board
o Collect information on health/fitness of Kansasaatchildren
o Promote healthy food choices in schools
0 Increase Physical Education
= Improve healthy behaviors in the workplace.
0 Wellness grant program for small businesses
o Healthier food options for state employees
= Additional prevention policies
o Provide dental care for pregnant women on Medicaid
o Improve tobacco cessation within Medicaid
o0 Expand cancer screenings

P2: Improve Healthy Behaviorsin Familiesand Communities (1): Increase
Tobacco User Fee

Poalicy: Institute an increase in the tobacco user fees gtoposed that the current excise
tax on cigarettes be raised 50 cents per pack mea@se tax be imposed on all
smokeless tobacco products.

Background: The burden of tobacco use in Kansas is great. ea&h tobacco causes
over 4,000 Kansas deaths, and generates nearlyr$@R&h dollars in health care costs
($196 million within the Medicaid program alonéjolicy research has shown that
raising the cost of tobacco products is an effeateans to decrease the rates of tobacco
use. A 10% increase in the price of a pack ofreiges is associated with a 4% drop in
tobacco use (in real terms, an increase of 50 gantpack of cigarettes may result in
20,000 of the current 400,000 adult smokers in Harmpiitting). The effect is even more
pronounced among price-sensitive teens, where itasipnice rise results in a 7%
reduction in smoking rates.

Fifty percent of tobacco smokers begin their tobacse before the age of 14. Not only
do the habits of adults begin in childhood but twaealso serves as a gateway to other
substance use among youth. Children and adolescemssime more than one billion
packs of cigarettes a year. An increase in thesexax on tobacco products has been
one of the most effective ways to discourage ydutim starting to smoke. Such a policy
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not only serves as an effective deterrent to tabase but as an acknowledgement of the
health costs that all Kansans incur as a resulsage.

Tobacco use is the leading cause of preventablbslaad health care costs. Increasing
levels of imposed tobacco user fees have been ddrated to decrease smoking rates,
resulting in long-term savings in lives and cosA$.the end of 2005, the average state
excise tax on cigarettes was 92.2 cents per patkywearly 2007 that figure had risen to
about $1.03 per pack. Currently the excise ta& pack of cigarettes in Kansas is 79
cents a pack. Anincreased excise tax on all mbpooducts would both reduce the
number of youth who take up smoking and diminighahnual $167 billion health care
costs associated with tobacco consumption.

Kansas-Specific Data:

» Kansas last adjusted the state tobacco user {4203 (KDHE).

* 64 percent of Kansas adults support an increasxdacco user fees to decrease
tobacco use regardless of the use of the additieral(Sunflower Foundation
Poll, 2007).

* The current excise tax on cigarettes in Kansa8 isents a pack with a national
average of $1.03 per pack.

« Kansas ranks 27in the country in state tax per pack of cigaret@sC,
Sustaining State Programs for Tobacco Control Biagalights, 2006).

» 20 percent of Kansas adults smoke (Kansas Beh&®Rasla Factor Surveillance
System, 2003).

» 2lpercent of Kansas high school students are duwbacco smokers and 15
percent of male high school students use smok&bssco products (CDC
Sustaining State Programs for Tobacco Control Biagalights, 2006).

» 28.6 percent of the adult smokers in Kansas hawecame of less than $15,000.

* The annual average of smoking attributable deat&nsas is 3,900 (CDC,
Sustaining State Programs for Tobacco Control Biagalights, 2006).

Population Served:

* The entire Kansas population, including the 20 @atrevho currently smoke,
would benefit in a reduction of the $167 billioralte care cost associated with
tobacco consumption.

* The 21 percent of high school students and 6 peofeniddle school students
who currently smoke would benefit from having astahbtial barrier to smoking.

Costs: The policy initiative incurs no cost to the staten increase in the tobacco user

fee of 50 cents per pack of cigarettes is expeatgield revenues of $51.9 million in tax
revenue per year, 7,800 fewer adult smokers, 15&06r youth smokers and a lifetime
health savings for individuals currently alive @&1$.9 million.

Considerations:
» Tobacco use costs Kansans the equivalent of 86 pentpack of cigarettes sold
to pay for the tobacco-related illness of Media&dipients alone. However,
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Kansas currently collects only 79 cents per paakgdrettes in health impact
fees to offset this expenditure. (KDHE).

Tobacco user fees have their greatest impact ithtiee to four years after
enactment. After that time, rates of inflation anddified pricing strategies by
tobacco companies establish consumption at a neeit(éower than before)
equilibrium. In order to have the best effect,d@oto user fees must be
continually revisited and adapted over time. Karlaat adjusted to state tobacco
user fee in 2003

A 2007 poll commissioned by the Sunflower Foundafmund that 64% of
Kansas adults support an increase in tobacco essité decrease tobacco use
regardless of the destination of the additionaéneses.

National Statistics

Between 1995 and 2000, 17 states raised cigasetts by 10 cents or more per
pack with each state experiencing a decline inwaomsion higher than the
national average for those years. (National Confegef State Legislatures,
2004).

A 10 percent increase in the price of a pack chm@tes is associated with a 4
percent drop in tobacco use. In real terms, arease of 50 cents per pack of
cigarettes may result in 20,000 of the current @00 ,adult smokers in Kansas to
quit. A similar price increase results in a 7 patcreduction of teen smokers as
well. (KDHE).

Cigarette taxes are significantly lower in the @diStates than in other
industrialized nations. (National Conference oft&taegislatures, 2004).

The Missouri cigarette tax is the second loweshecountry with a tax of 17
cents a pack with South Carolina being the lowefiacents a pack. (National
Conference of State Legislatures).

New Jersey has the highest tax rate with $2.5® ek of cigarettes. (KDHE).

Stakeholder Input:

Provider Advisory Council supports policies tha¢aifically target tobacco use

by children.

The general consensus of the Consumer Advisory €lowas support for a
general tax increase including a tobacco tax irsgea

Purchaser Advisory Council supports a tobacconarease if used as a dedicated
and sustainable financing mechanism for healthrmefo

P2: Improve Healthy Behaviorsin Familiesand Communities (2): Enact a
Statewide Ban on Smoking in Public Places

Policy: Enact a statewide smoking ban in public placespled with a Governor’s
Executive Order requiring state agencies to holdtmgs in smoke-free facilities will
allow Kansans to work and gather without exposarié negative consequences of
secondhand smoke on their health.
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Background: This policy option recommends that legislatiorebacted that prohibits
smoking in all public places. Based on the heatigpact on cities that have enacted strict
clean indoor air laws, a statewide law in Kansaddatoesult in 2,160 fewer heart attacks
and $21 million less in associated hospital chafgebeart attacks, alone. A recent poll
indicated that 73 percent of Kansas adults favoh sustate law or local ordinance.

Secondhand smoke is ingested in two ways. Theidithrough the lit end of the

cigarette, the second is by the exhaled smokeeo$itioker. Cigarette smoke contains
over 4,000 chemicals and is a known carcinogeritsAhost severe impact, secondhand
smoke results in 3,000 annual cancer deaths ibtited States and 35,000 deaths from
heart disease. This statistic represents a sterkecjuence of secondhand smoke but fails
to show the full impact. Exposure to cigarette kenalso results in an increase of asthma
attacks, lower respiratory tract infections in dhéin under eighteen months old,
coughing, and reduced lung function. Pregnant woare particularly susceptible to
having low birth weight babies as a result of seld@md smoke exposure. A 2006
Surgeon General’s report notes that, “the sciengfidence indicates there is no risk-free
level of exposure to secondhand smoke.” The Natibstitute for Occupational Safety
and Health (NIOSH) recommends that second hand sfekonsidered as a potential
occupational carcinogen.

A reduction in secondhand smoke can be accomplishd@nning smoking in public
places. The American Heart Association reportetherevidence of this outcome in a
study conducted in Helena, Montana. When a cledoar air policy was enacted, there
was an immediate decline of 40 percent in occugaideart attacks. When the policy
was reversed, the occurrence returned to priotdeve

Kansas-Specific Data:

* In Kansas, 72 percent of the working populatiopri@ected by worksite nonsmoking
policies. (CDC Sustaining State Programs for Tobd@antrol Data Highlights,
2006).

* Smoking is the number one preventable cause ohdedtansas and 83% of Kansas
adults believe it is a serious health hazard. (Swmr Foundation 2007).

» Evidence has shown that statewide smoking bangaseithe smoking rate among
active smokers by 10 percent, a potential decreb46,000 smokers in Kansas.
(KDHE).

» 20 percent of Kansas adults smoke. (Kansas BelaRask Factor Surveillance
System, 2003)

* The annual average of smoking attributable deatt&ansas is 3,900. (CDC,
Sustaining State Programs for Tobacco Control Biegalights, 2006).

Considerations;

* Enactment of smoke free policies at the state lexelld address the issue of
business owners who believe that local controhablang bans results in an
uneven playing field as businesses compete witérgthisdictions that may have
no ban in place.
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More than 40 states have imposed restrictions arkgmg in public places.
(National Conference of State Legislatures 2004).

Smoking restrictions in workplaces have been shimnecrease smoking
prevalence among employees.

The Surgeon General’'s 2006 report ends the debgseding the toxicity of
second-hand smoke. The report summarizes thereadegarding health impact
from exposure to the more than 50 carcinogensdargkhand smoke, which
results in lung disease, respiratory disease dret@clerotic disease that leads to
heart attack and stroke.

Secondhand smoke contains at least 250 chemica¥grkto be toxic, including
more than 50 that can cause cancer. (National gy Programl11th Report

on Carcinogens, 2005

Approximately 3,000 nonsmokers die nationwide egdr of lung cancer from
second hand smoke. (California Environmental Ptmiedgency.Proposed
Identification of Environmental Tobacco Smoke aaic Air Contaminarnt
Nonsmokers who are exposed to secondhand smokenat dr work increase
their heart disease risk by 25—-30 percent and hineg cancer risk by 20-30
percent. (U.S. Department of Health and Human 8Sesvlhe Health
Consequences of Involuntary Exposure to Tobaccok8nf Report of the
Surgeon Generhl

This policy would propose a Governor’s Executivel€rto require state agency
sponsored meetings to be held in smoke-free fiesllitThis action would serve
not only to protect State employees when condudiatg business, but would
serve as an economic incentive for facilities aitidsacross the state to adopt
smoke-free policies, which would benefit the pogialaat large. The evidence is
clear that smoke-free policies protect health withwarming business and this
measure could go a long way in demonstrating thmmance of healthy
environments.

In August the Special Interim Committee on Fedaral State Affairs has stated a
preference for local solutions.

During the 2007 Legislative session, HB 2162 preplas smoking ban in all
school buildings and property. The bill was noarttein committee.

Stakeholder Input:

Consumer Advisory Council supports a ban on smokimmublic places.
Purchaser Advisory Council believes all sectorgafernment should be
involved in adoption of public policies to decreasleacco use because health
plans and insurers are not the only answer.

Provider Advisory Council supports creating healiorkplaces.

The Kansas Hospital Association believes tobactieisause of death for 3,800
Kansans every year and is the root cause of mhrgssies and lost productivity. Tobacco
use in and around hospitals poses health and sadksyfor patients, employees, and
visitors. While Kansas currently has a statutenbansmoking in medical care facilities,
the Kansas Hospital Association would like to exp#rat ban to all hospital property.
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Population Served:
* 1.4 million working adults in Kansas would ben&ftm working and living in a
smoke free environment.

Costs:
There is no evidence of costs being incurred wineokeng bans are put in place.

P2. Improve Healthy Behaviorsfor Familiesand Communities (3): Partnering with
Community Organizations

Policy: Expand the volume of community-based wellnessnarag through partnerships
between state agencies and community organizations.

Background:
Partnerships are key to developing effective conmtytbased wellness programs. There
are many examples of these types of successfulgratips throughout the state:

Partnerships with Local Health Departmenis. 2004 KDHE, grants were awarded to

36 local health departments to promote physicavicinitiatives within their
communities. Additional training was later providen using walking paths as catalysts
to promote physical activity and better nutriticd@dommunity grants such as these should
be continually promoted across the state to proneteled funding for the construction

of fitness centers, biking paths, and other welregivities.

Partnerships with business group$n 2004, KDHE and Mid-America Coalition on
Healthcare (MACHC) collaborated to implement a ppil@rksite wellness project in the
Kansas City metropolitan area involving 14 largd aredium-sized employers. The
five-year project consists of four phases focusingplood pressure, cholesterol, physical
inactivity, obesity, poor nutrition, and tobacceusrhe unique public-private partnership
has engaged employers collaboratively with hedlihg health care providers,
universities, media, pharmaceutical companiespnatiresearchers and various
governmental agencies.

Partnerships with other state agencig§DHE partnered with the KS Department of
Commerce in 2006 to start a worksite Farmers Mdrkdowntown Topeka to increase
access to fresh, locally grown produce to downtewerkers. This Market has continued
into 2007with greater success. Similarly, the KHEbAIld partner with Kansas
Department of Aging’s (KDOA) successful STEPS pawgy farmer’'s market voucher
initiative, and the Lifelong Communities progranomioting successful aging among
seniors.

Partnerships with faith communitieKDHE partners with the Center for Health and
Wellness to provide community-based hypertensaluiction activities in African
American churches in Sedgwick County. The programets undiagnosed cases of
hypertension and refers those identified clientgrmatment. Monthly blood pressure
screenings are conducted in over 35 churches amor snters. Other faith-based
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partnerships in Kansas include the United Methddestlthy Congregation program,
providing technical assistance to United Methodmirches to develop a health plan for
their congregations.

Population Served: All residents and visitors to the State of Kansas

Costs: The exact cost of comprehensive, community basdlhess programs across the
states is not available. In FY 2005, 43 Kansasn@iesi shared over $ 400,000 in funding
to enact population-based strategies to improvédéadéth of the community, and to
prevent premature deaths from heart disease, cgritiabetes, and other chronic
diseases. Risk factors addressed included tohasand exposure, physical activity,
and nutrition. The exact costs of a partnershqgmam will be dependent upon the
expanse of the program and the scope of work.

Considerations: Kansas is in a unique position in that there agaiicant foundations
within the state with a keen interest in healthnpotion. In addition to the UMMHM
project mentioned above, both the Sunflower Fouadatnd the Kansas Health
Foundation have recently supported community itivgs supporting enhanced physical
activity and nutrition. This advantage gives Kaneesflexibility to adopt new and
innovative strategies to promote health that atecanfined by strict federal funding
rules.

» Kansas can also benefit from the experience ofr atfages. For example, the
State of Vermont has developed a successful comynengagement strategy
aimed at promoting community infrastructure to suppealthy lifestyles.
Initiatives focus on the built environment (walkitrgals, bike paths, etc), physical
activity programs in pilot communities, awardingugts to communities for
programs and that support chronic disease preveatid management, and
developing a toolkit for sharing successful evidebased projects. There seems
to be no reason that this process could not becegpt in Kansas.

» Support for additional organizations can improvaltieoutcomes as the local
level. For example, the Kansas Association of @iesr(KAC) and the Kansas
Association of Local Health Departments (KALHD) aeeking to improve birth
outcomes through increasing access to early prerer@&through care
coordination services and improved outreach efforts

Stakeholder Input:

Advisory Council members commented on a varietgativities in their communities
which were improving health behaviors, including:

* Distribution of pedometers and encouragement okwwgl

* Public health agencies teaching older adults on teopvepare healthier meals

» Chronic disease management program providing batiiscales to local citizens

P2. Improve Healthy Behaviorsin the Schools (1): Include Commissioner of
Education on KHPA Board
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Policy: Expand the KHPA board to include an ex-officio deathe Kansas
Commissioner of Education.

Description: Appoint the Kansas Education Commissioner as aoffesio member of
the KHPA Board.

Background: The KHPA Board is comprised of nine appointed vgptimembers and six
ex-officio members representing government ageneittscritical roles in the promotion
and development of health care policies, admirtisttaof health care programs and
resources throughout Kansas. Inclusion of the a&ttut community in fulfilling this
mission is essential to establishing a healthyréutar our children. From an
implementation perspective, the KHPA Board hasatlt@ority to implement this

addition but should make known its intention knawrhe legislature due to the statutory
origin of the KHPA.

Population Served: Kansas school children will be the greatest bersefes of a KHPA
Board composition that recognizes the importandeeafth care policies that include the
insight of the education community.

P2. Improve Healthy Behaviorsin the Schools (2): Collect information on
health/fitness of Kansas school children.

Policy: Support the establishment a state-based survesligygtem to monitor trends of
overweight, obesity, and fitness status on all jouidithool-aged children in Kansas, as
recommended by Governor’s Council on Fitness.

Background: Obesity has become the second greatest threat tortg term health of
children, second only to tobacco. The percentdgeung people who are overweight
has more than tripled since 1980. As a resuli,projected that one of every three
children born in 2000 (and one of every two Hispastiildren) will develop diabetes in
their lifetime. By 2020, one of every four dollagent on health care will be used for
obesity-related treatments. The Governor’s CountiFitness recommends collection of
body mass index (BMI) data and cardio-respirat@nets data for all public school
students in grades pre-K through 12. This dateesgmts the first step in allowing us to
assess and make informed decisions regarding fiaetigéness of public health
interventions and to assure that programs are iggtdrgeted populations.

Data on childhood obesity in Kansas is currentiyhgeed through surveys. While the
current method of self-reporting gives the staseilgiective view of the issue, data is
lacking on the demographics of the children moitca#d. The lack of information
means that programs are unable to appropriatejgttéine most vulnerable populations in
a cost-effective manner.

Kansas-Specific Data:
K-CHAMP Data for 2004-2005 School Year:
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« In the 2004-2005 school year, 32% of R-graders and 28% of 6-12raders
were either at risk for being overweight or weremveight.

« Seventeen percent of K!§raders, 15% of 6%8graders, and almost 12% of 9-
12" graders were overweight.

Kaiser State Health Facts — Data Based on the Mati®urvey of Children’s Health:
* In 2003, 14% of Kansas children ages 10-17 werewsight.

YRBS Data:
* In Kansas, 14% of high school students were atfaskecoming overweight in
2007.

* Another 11% of high school students were overweiig2007.

KSDE and KHI Study:
* More than 80% of public school and school disttetffs support the collection of
BMI.

Population Served:
* For the 2006-2007 school year, there were 465, 18%Ks school children
enrolled in grades K-12

Costs: The schools would incur some indirect costs foif staining and completion of
the BMI data collection and recording.

Considerations:

* Given the important role that education plays ipiiaving the health and well-
being of Kansas children, the KHPA Board shouldude the Commissioner of
Education as a member.

» The Governor’s Council on Fitness recommends a-ftased surveillance system
to monitor trends of weight and fitness status lbpublic school-aged children in
Kansas. The Council recommends collection of bodgs index (BMI) data and
cardio-respiratory fitness data for all public sshetudents in grades pre-K
through 12.

* HB 2090 in the 2007 legislative session originalguired BMI and fitness test
measurement of Kansas schoolchildren (among otlergions). Despite
modifications to the bill to the acquisition of lited BMI data only, it failed to
pass out of the House Education Committee.

* Schools have expressed concern with loss of insbnad time to perform the
measurements, and with the time and fiscal costsstifuting such a program.

* One of the issues that arises with BMI measuremsamhat to do with the data.
Programs in other states have floundered becaysarental objections to
“labeling” children as obese.

» This is an issue that KHPA can support, but ismittin the current authority of
the KHPA to regulate or enact. Nonetheless, iddlger perspective of
advocating for the health of the state, it is appede for the Authority to express
an opinion.
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Stakeholder Input:

Advisory Councils:
Consumers:

» Support increased physical and nutritioediication activities in schools

» All sectors of society should be involved in th@ption of public policies to
decrease obesity and tobacco use with a focusuragdn

* Focus on prevention education for children, bud aducate and empower
parents

* Supports the notion of viewing health differenthg opposed to viewing
health as the absence of disease the group pegfepting policies that
encourages Kansans to embrace behaviors that resiét highest level of
individualized health potential

Providers:

* Acknowledge that the challenges of having healiflegtyles for Kansans
exist at all levels, regardless of age, educatraname

* Interventions can be effective in improving hedléhaviors, based on
successful experiences previously and currentlyempnted

» Support for policies that target children spedifimbesity and tobacco use

* Focus prevention efforts on children and chronsedse management

» Support healthy schools

Purchasers:

* Acknowledgement of limited options for low-incommdlividuals and an
absence of accountability for Kansans overall wtamsidering barriers that
prevent Kansans from having health lifestyles

» All sectors of government should be involved intthm of public policies to
decrease obesity and tobacco use; health planmsureérs are not the only
answer

» Focus on young children and chronic diseases

* Encourage community culture that creates safe plackve and play

P2. Improve Healthy Behaviorsin the Schools (3): Promote Healthy Food Choices
in Schools

Policy: Adopt policies that encourage Kansas school chiltlveselect healthy food
choices in school by competitively pricing and neikg these foods and restricting
access to foods with little or no nutritional value

Background: Childhood obesity rates are climbing at an alarnpage. In Kansas, 14
percent of children aged 10-17 are overweight (&a&iate Health Facts — Data based on
the National Survey of Children’s Health). Anotlidrpercent are at risk for becoming
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overweight (YRBS Data). Measures should be takee\erse this trend through the
adoption of school policies that encourage headtiting.

Many students have access to vending machines nchate menus that facilitate
unhealthy food choices. In Kansas, 45 percentlodal food service programs offer a la
carte items. Over 90 percent of public high sclsbatients have access to vending
machines. Some of the most common purchases dae dups, and candy. As greater
emphasis is placed on individual responsibilitadopting healthy behaviors,
consideration must be given to support children@odide an environment of making
healthy food at school a priority.

Policy initiatives in schools are recommended thgtport implementation of the Kansas
School Wellness Policy Model Guidelines for Nutniti The guidelines provide
recommendations to improve the nutritional quadityall foods and beverages available
to students on school premises throughout the $ctaydby addressing competitive
pricing and promotion of healthy foods, portionesianitations, restricting access to
foods of minimal nutritional value, all of whicheaeffective strategies in reducing
amount of soda consumed per week, increasing psesha fruits, vegetables, and low-
fat foods, and reducing overall energy intake.

Kansas-Specific Data:
KSDE and KHI Study:

» Almost 45% of schools’ food service programs (K-afer a la carte items.

* Almost 59% of schools (K-12) who responded to thwey had vending
machines available for use by students.

» Of the five most common items in vending machineslable to students, three
of them, carbonated beverages (# 1 available itém88%), chips and other
snack foods (# 4 available item with 74%), and ga@ds available item with
71%), could be considered “unhealthy.”

» Some of the most frequently offered items in addeclunches included chips and
snack foods at 71% and ice cream at 68% of a ta tarches.

* Over 90% of public high school students had acteessnding machines.

* Vending machines are more common in rural scha@%o) when compared to
urban schools (55%). However, a la carte foodsramee common in urban
schools (65%) than in rural schools (30%).

* Among high schools, 86% allowed students to buglsf@aods or beverages on
the campus.

K-CHAMP Data for 2004-2005 School Year:

« While 87% of K-8 graders did NOT have access to vending machilessa
69% of 6-8 graders and nearly 97% of 9"1graders had access.

« Among 9-1% graders, 22% purchased regular soda, 9% purclzasaity snack
that was not low fat, and almost 14% bought camdmfa school vending
machine.

* Over 17% of high school students and nearly 13%idflle school children
reported having a diet high in fat over the lasirye
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Less than 19% of K&graders, 22% of 6"8graders, and 18% of 9-4@raders
ate the recommended levels of 5 fruits and vegesaiér day.

Population Served:

Costs:

For the 2006-2007 school year, there were 465,18ts#s school children
enrolled in grades K-12

Implementation of competitive food restriction pragns within Kansas schools will
reduce the revenue generated by the sale of tbhoskitems.

Considerations;

The issue of fiscal impact to schools is very reathool districts may utilize
vending and other competitive food sales revenwseipport extracurricular
activities in the face of decreased funding frofmeotsources. However, studies
have generally demonstrated positive or neutrabfigesults when contents of
school vending machines have been changed to grovade healthful choices.
The Childhood Obesity Work Group (a subcommittethefGovernor's Council
on Fitness and the Child Health Advisory Coun@ijammended in late 2006 that
all competitive foods in schools be healthy andifeigd. A portion of the intent
is to make foods of minimal nutritional value ungaale to students during
school hours.

The 2007 Legislative session saw two bills intresticegarding vending
machines in schools. HB 2275 proposed to limilsid accessibility of vended
foods and beverages in schools during school hdsiBs. 70 addressed school
beverage guidelines for students in elementarydimigchools and junior high
school. Both were heard in committee.

In 2006, HB 2870 was proposed and would have reduhrat schools include a
request for trans-fat information in all producesiications, beginning in 2007-
2008. In 2009-2010, this bill would have direcgsthools to attempt to eliminate
purchase of all products containing trans fat wipeaetical.

Also in 2006, HB 3016 was proposed and would haygosed a tax upon every
distributor, manufacturer or wholesale dealer,@aalculated as 20 cents per
gallon for each gallon of bottled soft drink soldaffered in the state. This bill
would have exempted soft drinks containing more th@%o natural fruit juice or
natural vegetable juice.

Stakeholder Input:

Advisory Councils:
Consumers:

» Support increased physical and nutritioediication activities in schools

» All sectors of society should be involved in th@ption of public policies to
decrease obesity and tobacco use with a focus uragdn

* Focus on prevention education for children, bup aducate and empower
parents
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* Supports the notion of viewing health differentg opposed to viewing
health as the absence of disease the group pesfepting policies that
encourages Kansans to embrace behaviors that reslét highest level of
individualized health potential

Providers:

* Acknowledge that the challenges of having healiflegtyles for Kansans
exist at all levels, regardless of age, educatraname

* Interventions can be effective in improving hedléhaviors, based on
successful experiences previously and currentlyempnted

» Support for policies that target children spedifimbesity and tobacco use

* Focus prevention efforts on children and chronsedse management

» Support healthy schools

Purchasers:

* Acknowledgement of limited options for low-incommedividuals and an
absence of accountability for Kansans overall wtamsidering barriers that
prevent Kansans from having health lifestyles

» All sectors of government should be involved intthm of public policies to
decrease obesity and tobacco use; health planmsureérs are not the only
answer

» Focus on young children and chronic diseases

* Encourage community culture that creates safe plackve and play

Stakeholder Policy Positions:

Kansas Farm Bureau

* We support and encourage nutrition education aad fandling/preparation
training programs in Kansas schools. School foadgnnel should also
receive nutrition education and food handling areppration education.

» We strongly urge monitoring the use of federal fifw nutrition education
in order to assure that students and food sengcgopnel receive the benefits
of such nutrition training programs.

» Health care is primarily the responsibility of tinelividual. Health care
policy should embody the promotion of personal mesk, fithess and
preventative care

Kansas Action for Children

» Create healthy school environments by limiting asde vending machines
during the school day.

Considerations;

There would be a financial impact to schools tlegdeshd upon the profits generated

through the sales of non-nutritional items to featiool programs and activities.
Paying for Prevention and Promoting M edical Homes
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P2. Improve Healthy Behaviorsin the Schools (3): Physical Education and School
Health Programs

Poalicy: Strengthen Physical Education (PE) requirementsapend Coordinated
School Health programs

Background: The Governor’s Council on Fitness has developest afs
recommendations that calls for minimum physicaivétgtand physical education
requirements that are consistent with the Kansdin®ss Policy Builder developed by
the Kansas Coordinated School health Program (KC&H)laboration is underway
between KDHE and the Kansas Department of Educ&tiamplement an evidence-
based Coordinated School health model that prowwdesols with a framework to
address the health and wellness needs of theiestsidnd staff.

Some of the recommendations include a minimum 6f1%0 minutes of physical
education per week at the elementary and middleatdbvels, maintaining the current
one unit requirement for high school graduatior aventy minutes of recess for
elementary students daily. In addition to requeeats of students, the recommendations
also emphasize the importance of physical educé@chers who are specifically trained
in the physical education field. Current law maedaghysical education at the
elementary level but only requires one credit totél from middle through high school.

Kansas-Specific Data:

Kaiser State Health Facts Data Based on the National Survey of Childreteslth:

* In 2003, 14% of Kansas children ages 10-17 werewsight.

YRBS Data

* In Kansas, 14% of high school students were atfoskecoming overweight
(i.e., between 85and 95 percentile for BMI, by age and sex) in 2007.

« Another 11% of high school students were overwe(@8t percentile or above
for BMI) in 2007.

* In 2005, the vast majority (around 72%) of highaalstudents did NOT attend
daily PE classes. This proportion increased in/20@h around 74% NOT
attending daily PE classes.

* Along with increases in those NOT attending PEsgason a daily bases, the
percent of high school students not meeting recomaied weekly physical
activity levels increased dramatically. In 2005stjover 30% did not meet
recommended levels; whereas in 2007, around 55%aticheet recommended
levels.

K-CHAMP Data from 2004-2005 School Year:

« In Kansas, 39% of students in K-5 and 43% of B-g&ders did not meet
recommended levels of physical activity. As cheldiage, the percent who meet
recommended levels of physical activity decreases.

« Of Kansas students in K'grades, 77% were NOT enrolled in a daily PE class
while 54% of 6-1 graders were NOT enrolled.
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« During PE class, 27% of K®5graders in Kansas did not exercise or play sports
for 20 or more minutes compared to 11% of §-gaders.

Population Served:
* For the 2006-2007 school year, there were 465, 18%Ks school children
enrolled in grades K-12

Costs:

The average cost to implement a Coordinated SdHealth planning process is $8,500

per school so the costs to schools would depend tionumber of schools participating

in the program.

Considerations:

Coordinated School Health Program:

» Kansas Coordinated School health (KCSH) curremtiyacts 224 schools, which
serve 80,736 students in 39 counties. Fundind.of3,240 is being requested to
implement a statewide comprehensive coordinatedasdtealth program.

» Schools are often concerned about taking awayuicisbnal time for physical
education classes, especially in the context ofrtfp®rtance of standardized testing
results. However, work is emerging that indicdbed improved health and physical
activity status of children translates into improment in standardized test scores.

» Currently, 11 states mandate minutes per weekléonentary schools, seven do so
for middle/junior high schools, and ten do so fayhhschools. Among states that
mandate minutes per week for elementary schoolg,tao (Louisiana and New
Jersey) meet the national recommendation of 15Qitesnor more per week
(commonly “daily physical activity”).

Current and Previous Regulations:

* In 2006, HR 6011 was enacted in signed by the Gmveyn March 10; this bill
supports PE classes for all grades from K-12 agdsithe State Board of Education
to require some type of scheduled PE class foregr&d12.

* In 2007, HB 2090 proposed to require the collectbfitness data on students in
grades 4, 7, 9 and 12 in order to benchmark thedg of Kansas students and guide
local and state policy makers. The bill was hebud,did not pass out of committee.

Stakeholder Input
Advisory Councils:
Consumers:
» Supports increased physical education activitieschools
» All sectors of society should be involved in th@ation of public policies to
decrease obesity with a focus on education
* Focus on prevention education for children, bup aducate and empower
parents
» Supports the notion of viewing health differenthg, opposed to viewing
health as the absence of disease the group pesfepting policies that
encourages Kansans to embrace behaviors that reslét highest level of
individualized health potential
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Providers:

» Acknowledge that the challenges of having healifiegtlyles for Kansans
exist at all levels, regardless of age, educatraname

* Interventions can be effective in improving heddéhaviors, based on
successful experiences previously and currentlyempnted

» Support for policies that target children spedfiobesity

* Focus prevention efforts on children and chronsedse management

» Support healthy schools

Purchasers:

* Acknowledgement of limited options for low-incommedlividuals and an
absence of accountability for Kansans overall wtamsidering barriers that
prevent Kansans from having health lifestyles

» All sectors of government should be involved in@ttkm of public policies to
decrease obesity; health plans and insurers ath@ainly answer

» Focus on young children and chronic diseases

» Encourage community culture that creates safe plackve and play

P2. Improve Healthy Behaviorsin the Workplace (1): Develop Grant Program to
Facilitate Wellness I nitiativesin Small Businesses

Policy: Develop a community grant program to provide tecanassistance and startup
funds to small businesses to assist them in theldement of workplace wellness
programs.

Background: Large employers have frequently embraced worlgpleeliness programs
as mechanisms to improve employee health, decedmsmteeism, and enhance
productivity. The costs of starting such prograres prohibitive for small employers
who often do not have adequate resources and ecesofrscale to pay for these kinds
of programs. The component of “personal respolitgibwithin health care reform
encompasses not only individual choice, but esthlrig an environment which
facilitates the choice for health. Workplace we#is programs embody this strategy.

Well-designed worksite health interventions canehaw enormous impact on disease
prevention and control, resulting in significanvisgs in health care spending, improved
presenteeism, and increased productiviycomprehensive worksite wellness program
consists of health education, supportive social@ngical environments, integration of
programs into the organizational structure, linkegeelated programs such as employee
assistance programs (EAP), and screening progiakisg to health care.
Comprehensive worksite health promotion progranmsyield a $3 to $6 return on
investment for every dollar spent over a 2-5 yesgiog. Worksite health promotion
programs can reduce absenteeism, health care seildy workers’ compensation costs
by more than 25% each.
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Over 80% of businesses with over 50 employees saneg form of health/wellness
programs, but they are much less available in salinesses. Small businesses have
limited resources and their lack of staff, budget] wellness knowledge are barriers to
providing wellness programs. Once established gvewthose wellness programs are
quite economical costing $30-$200 per employeeypar.

Kansas-Specific Data: Data from the U.S. 2000 Census detailing industnpleyment
by size of industry documents the prevalence ofllsengployers in Kansas. Of the
67,900 establishments with employees in Kansas, @/@ercent are in the under 100
employee size category. Business establishme8$42) with 1 to 4 employees
comprise 41.5 percent of the total, establishm@fis892) with 5 to 9 employees
comprise 16 percent of the total, establishmeiitts 10 to 19 employees (6,969)
comprise 10.3 percent of the total, and businesgbs20 to 99 (7,833) employees
comprise 11.5 percent of the total.

Population Served: Employees working for small Kansas firms.

Costs: $100,000 for pilot project to cover costs technasgistance and startup grants to
small businesses.

Considerations:

» The Healthy Minnesota Workplace Initiative is im@é to improve the health
environment of workplaces in the state, raise amesg of and employee participation in
workplace wellness programs, and expand workplagiess programs. They have
created a Workplace Wellness Toolkit and Web siteemployers to use to implement
worksite wellness programs and award mini-granigddkplaces to implement the
Toolkit.

* KDHE has pilot tested the CDC&uccessful Business Strategies to Prevent Heart
Disease and Strokeolkit as part of its Community Initiative on @asvascular Health
(CICV), and has added and modified componentsefdblkit in response to specific
needs of the employers involved in the pilot. Tdwlkit addresses leadership support,
employee attitudes, worksite environment, cardiouts health plan benefit, and
productivity measurement. Work is currently beocagnpleted on program intervention
recommendations to address heart disease and strtle@workplace. The program is
poised to replicate the process among groups ofayms in additional Kansas
communities

Stakeholder Input:

Members of the Advisory Council supplied informatiabout the success of wellness
programs in small businesses. Several providecifspexamples of effective strategies
utilized at their workplaces.

Paying for Prevention and Promoting M edical Homes

Kansas Health Policy Authority 34
Health Reform Draft Policy Option
October 15/16, 2007



P2. Improve Healthy Behaviorsin the Workplace (2): Improve Food Choicesin
State Cafeterias and Vending M achines

Policy: Expand healthy food choices in state agency caéstand vending machines.
State government has an opportunity to lead by elaby providing greater in-house
healthy food selections for employees.

Background: Obesity is a key contributor of many chronic dgsaincluding some
cancers, cardiovascular disease, and diabete$ natibnally and locally, obesity rates
have increased sharply in the past thirty yearscofding to the Centers for Disease
Control and Prevention, the obesity rate amongtadwgjed 20-74 increased from 15
percent of the population in 1976 to 33 percerthefpopulation in 2003-2004. The
estimated total cost of obesity in the United $Sta® of 2000 was approximately $117
billion.

These statistics are even more sobering in Kanga2006, over 36% of adults were
overweight and nearly 26% were obese. Obesityritagased since 2000 when 21% of
adult Kansans were obese. Promoting regular phlyaativity and healthy eating and
creating an environment that supports these berssaie essential to addressing the
problem. Research shows that good nutrition cap foelower risk for many chronic
diseases including heart disease, stroke, somersamtabetes, and osteoporosis.
However, a large gap remains between healthy gigttterns and what Americans
actually eat. In 2005, only one-fourth of U.S. adate five or more servings of fruits and
vegetables each day. In Kansas as of 2000, 23%uitsaconsumed 5 servings of fruits
and vegetables per day. This proportion has siecéned with less than 20% of adult
Kansans meeting recommended levels of fruit an@tadde consumption in 2005.
Providing more healthy food options in state cafageand vending machines at
competitive prices might begin to reverse curresmds.

Other states have utilized state government asringt point for healthy eating options.
One program is Arkansas’ chronic disease plan irchvapproximately 10,000 state
employees completed the Healthy Employees Lifefytgram (HELP) pilot. The
Arkansas Department of Health provides nutritidatesl information to its vendors in
order to promote stocking vending machines witHthea options. They also have a
worksite wellness program “Fit with 5” that encogea workers to get the recommended
levels of physical activity of 30 minutes on fiveraore days of the week and to eat five
fruits and vegetables every day.

Kansas-Specific Data:
BRFSS Prevalence Data for Kansh#://apps.nccd.cdc.gov/brf¥s/

* In 2006, over 36% of adults were overweight andlgez6% were obese.
Obesity has increased since 2000 from less thand@®dult Kansans who were
obese.

* In 2000, 23% of adults consumed 5 servings ofdraitd vegetables per day.
This proportion has since declined with less th@% f adult Kansans meeting
recommended levels of fruit and vegetable conswonpti 2005.
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Landon State Office Building Data:

» State cafeterias commonly serve foods high indtsugar, and overall high in
calories. In addition, many of the healthier itesns more expensive than the
“non-healthy” items (e.g., A chef salad cost $3wbBereas a hamburger cost
$2.75 and French fries cost $1.25). Here is amei@of the menu from the
cafeteria at the Landon State Office Building (‘lieaitems are bolded):

0 Breakfast:
= Sausage/Bacon/Ham and Egg Sandwich (can add cheese)
= French Toast
= Biscuits & Gravy (small or large)
= Sides: Biscuits, muffins, cinnamon roliggurt, boiled egg
0 Lunch
= Taco Salad
Hamburger, Taco Burger, Sancho
French Fries
Chicken Fried Steak
Sub Club
Grilled Cheese, Grilled Ham & Cheese Sandwich
Chef Salad (can add chicken)
Sample Lunch Menu: Meatloaf, mashed potatoes &ygrav
vegetable sideitem, dinner roll, and a drinkcan substitute extra
vegetablesfor the mashed potatoes)
o Other Items
= Large bag of potato chips
Candy bars
Nuts, Sunflower seeds
Muffins, pastries
Yogurt, Fruit cups, Fresh fruit, Cottage cheese
SodaMilk, Juice, V8, Coffee, Tea, Water, Hot Chocolate,
Cappuccino
* Vending machines also provide high fat/sugar foptioms; here is an example of
the contents from one vending machine in LSOB:
o Chips (7 varieties; only 1 baked option)
Pretzels (2 of the 3 options were chocolate coyered
Cookies (7 options)
Peanuts (1 option), Sunflower seeds (1 option)
Candy Bars (8 options)
Pastries (2 options)

o 0O O0OO0Oo

Population Served:
* On Oct. 5, 2007 there were 38,130 full-time and.8,gart-time employees (total
of 41,546).
* Other populations impacted would include contrastkers and employee guests
who frequently visit state agency facilities.
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Stakeholder Input: Various organizations, such as the Kansas Medeaik§y, the
Kansas Association for Health Underwriters, andhasas Farmers Bureau (KFB),
have public positions which encourage Kansans/eotealthy lifestyles to extend their
productive lives and reduce the demand for expertsdalth care.

Advisory Councils
Consumers:

» All sectors of society should be involved in th@ption of public policies to
decrease obesity with a focus on education

* Supports the notion of viewing health differentyg opposed to viewing
health as the absence of disease the group pegfepting policies that
encourages Kansans to embrace behaviors that reslét highest level of
individualized health potential.

P2. Additional Prevention Options(1): Inclusion of Dental Coverage for Pregnant
Medicaid Beneficiaries

Poalicy: Include coverage of dental health services for paagwomen in the Kansas
Medicaid program.

Background: Recent studies continue to show that poor oralhéals an effect on
overall systemic health. One of the most convigdinks is between oral infections and
poor birth outcomes, specifically low birth weidigbies. Providing dental benefits for
pregnant women may help reduce this problem.

Kansas Medicaid pays for roughly 40% of births @nkas. Efforts have been made with
Head Start, WIC and in local health programs tacatkiwomen on the importance of
good oral health during pregnancy, but without deabverage, pregnant women are
without resources to pay for oral health care. Reegidence based studies have shown a
relationship between periodontal disease and premairths and cardiac disease.
Avoidance of even one premature birth can savé&tage from future years of medical
services and disability payments.

Currently Kansas Medicaid coverage only providesrmg@ncy dental coverage (mainly
tooth extractions) for most adults on Medicaid)uding pregnant women. Providing a
complete dental benefit for pregnant women on Madin Kansas, will allow them to
receive routine cleanings, fillings, and periodbfgam disease) treatment. This type of
treatment will prevent oral health emergencies @iadlinfections during pregnancy in
many women.

Population Served: Pregnant women enrolled in Medicaid.

Cost Estimate: $500,000 SGF for provision of dental benefits 806, pregnant
Medicaid enrollees.

Considerations:
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» Kansas pays the costs of several “million dolla€rpature babies a year. The
March of dimes reports that an average prematutie &dsts as much as $500,000
over the lifetime of a child. The costs savingprEventing just a few of these
births would easily cover the cost of the benefit.

» Providing additional Medicaid dental funding wowldpport the community
health clinics or “dental hubs” as they would reeetompensation for treating
these previously uninsured patientieTKansas Legislature has appropriated $2
million in new money for the state’s primary caedety net clinics in fiscal year
2008. It includes $500,000 earmarked for developicess to oral health care
through dental “hubs.”

* Enrollment of dentists in the Kansas Medicaid magroved since the State
changed from a capitated managed care plan tofesefvice. However, when
discussing increasing dental benefits for Medidsadeficiaries, there is concern
about the lack of capacity of dental Medicaid pdavs and low dental
reimbursement rates. Oral Health Kansas and tinsda&Dental Association are
also preparing cost estimates to increase dentabtesement rates to help
provider enrollment.

Stakeholder Input:

* Oral Health Kansas, the Kansas Dental Associasind,the KAMU will asking
the legislature this year for a full adult dentahbfit for all Medicaid
beneficiaries. In the last two years, the legiskathas expanded funding for
disabled adults in waiver programs, but that lEdlives approximately 75,500
enrollees without dental coverage. If they areceasful in funding a full adult
benefit, pregnant women will have dental coverage.

* Members from the Consumer and Provider Advisoryr@ds discussed how they
believed health benefit designs should includealeare coverage, especially for
preventive services.

P2. Additional Prevention Options (2): Provide Tobacco Cessation Support for
Medicaid Beneficiaries

Policy: Improve access to tobacco cessation programs {beecounter, prescription
medication and counseling) in the Kansas Mediceagifam in order to reduce tobacco
use, improve health outcomes, and decrease hea#tfcosts.

Background: According to the 2004 National Health Interviewr&y, approximately
29% of adult Medicaid beneficiaries were currenbkers. This figure was higher than
the 2005 estimated rate of 20.6% for current sngkimong the general population. The
smoking rate for adults in Kansas is approximai&ly8%, and national data suggests the
rate for Kansas Medicaid beneficiaries is highantthat of the general state population.
(http://www.statehealthfacts.drg

In order to decrease smoking rates, the 2000 PHlgladth Service clinical practice
guidelines recommended tobacco-dependence treatmhéstt included medication and
counseling. One of the 2010 national health objestis to increase insurance coverage
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of evidence-based treatments for tobacco dependenoag all 51 Medicaid programs.
Kansas Medicaid currently provides reimbursemenséme pharmaceuticals products to
treat smoking cessation, however, the state doeeimoburse for counseling for

smoking cessation. This proposal would expandlvansement for smoking cessation
treatment to include counseling in an individuad @n group setting. The expansion
would be consistent with the changes occurringiwithe State Employee Health Plan
which will include coverage of pharmaceuticals &l &s specific smoking cessation
programs.

K ansas-Specific Data:

» 49 percent of Kansas adult smokers attempted taagdifailed in 2004 compared
to 55 percent nation wide (Kaiser Foundation, &aéhfacts.org).

* The annual average of smoking attributable deat&nsas is 3,900 (CDC,
Sustaining State Programs for Tobacco Control Biagalights, 2006).

» 28.6 percent of the adult smokers in Kansas hawecame of less than $15,000.

* In Kansas, smoking-attributed costs for Medicaathed $196 million in 2004
(CDC Sustaining State Programs for Tobacco Coltavé Highlights, 2006).

» Kansas Medicaid covers the medication Chantix fptau24 weeks in a year.

» Kansas Medicaid does not cover the following methos: Zyban, Gum'’s, Patch,
Inhaler, Nasal Spray

» Kansas Medicaid does not cover group, individuatetephone counseling.

Population Served: The approximate 83,200 Kansas Medicaid benefidaxieo smoke
would benefit from the increased coverage of tobaassation, improving health and
lowering health care costs. The Kansas populati@nall would benefit from a less
prevalent smoking environment.

Costs: To provide coverage for a counseling session aed the counter drugs for
tobacco cessation would cost approximately $500z00wally.

The Medicare rate for a 10 minute counseling sesssopart of physician office visit and
referral is $11.61. During FY 2007, 10,778 beniafies received $2.1 million worth of
tobacco cessation pharmaceuticals. The CenteBisease Control (1999) reported that
10.0 percent of smokers aged 18 years and oldahadall amount of available
cessation services to quit smoking. We assumedhbaturrent beneficiaries receiving
Medicaid funded drugs would take advantage of tithtimnal counseling services and an
additional 32,000 beneficiaries, or half of all Neadd smokers, would seek treatment to
stop smoking.

Considerations:
* The prevalence of smoking is 50 percent greatdrarMedicaid population than
in the general population. (National Conferenc&iaite Legislatures, 2004).
» According to the 2004 National Health Interview &y approximately 29
percent of adult Medicaid beneficiaries were cursgnokers.
» It has been estimated the annual Medicaid prog@stscaused by smoking are
more than $23billion. (National Conference of Staggislatures, 2004).
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Stakeholder Input:

» Consumer Advisory Council believes health benedgigns should reflect life-
style behaviors to incentivize and reward health.

» Provider Advisory Council recognizes that changelsd included in health
benefit designs to incentivize and reward heal#drite address both the current
health care delivery system and individual behavior

* Purchaser Advisory Council believes all sectorgamfernment should be
involved in adoption of public policies to decreasleacco use because health
plans and insurers are not the only answer.

P2. Additional Prevention Options (3): Improve Accessto Cancer Screening

Policy: Increased screenings for breast, cervical, pigstand colon cancer through
expansion of the Early Detection Works (EDW) Progra

Background:

One of the most significant ways of improving hkealhd decreasing health care costs is
to remove barriers to preventive care. Screerang®an effective way to identify those at
risk of future disease, or to unmask the diseasdf wvhile still in the earliest stages of
development. Disease caught early leads to implreffecacy of treatment and
decreased long-term morbidity, mortality, and Hea#re costs.

Breast and Cervical CancerStudies show that many deaths from breast andozgrvi
cancers that result disproportionately in deathrgneomen who are uninsured or
underinsured could be significantly reduced byeasing screening rates among at risk
women. Timely mammography screening among womeuor 40der may prevent 15% to
30% of all deaths from breast cancer. In Kansasynd00 women die of breast cancer
every year, yet access to timely screening cowdgent between 60 and 120 of those
deaths. If detected early, the survival rate ip&@ent. The survival rate plummets to
20 percent when detection is late. Similarly, cea/cytology or pap smears results in
detection and treatment of precancerous lesiongamital cancer at an early stage. In
the last five years, an average of thirty-five wonmave died annually. Approximately
50% of those deaths would be prevented with adegaeening.

The Early Detection Works (EDW) Program is fundgdalcooperative agreement
between the Centers for Disease Control and Prewe(@DC) and KDHE. The

program helps low-income, uninsured, and underslem@men between the ages of 40
and 64 gain access to lifesaving early detectiogesing services for breast and cervical
cancers. The Early Detection Works Program sery2d07women in FY2006 and an
estimated 6,200 Kansas women in FY0Q7. These seardtencouraging but the need is
significant. Over 27,000 women may qualify for ED3&tvices in Kansas.

Prostate Cancer Prostate cancer is the most common cancer diagringnen. More
than 1,800 cases are annually diagnosed in Kaasd<250 men die from prostate cancer
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each year. Screening for patients at high rigirostate cancer based on race, age,
lifestyle, and family history will result in gregtincreased survival rates. While prostate
cancer occurs more frequently at age 50, screestiagld begin at age 40 for those who
are at high risk. Based on income, lack of insueaartd age, it is estimated that 21,000
men would qualify for prostate cancer screening.

Colorectal Cancer €olorectal cancer usually develops from precancepmlyps in the
colon or rectum. Screening tests detect precansgrolyps so that they can be removed
before becoming cancerous. Screening can alsotaetiecectal cancer early, when
treatment is most effective. Screening should otmuall persons over age fifty. In
Kansas, an average of 550 persons died each yealooéctal cancer. The CDC
indicates that routine screening for colorectalcesitan reduce this number by at least
60%.

Population Served: All three programs are targeted to those at higpical risk but
lacking the income and insurance resources to agmsenings. Expansion of the EDW
program at the cost indicated below may allow altot approximately 7,500 women to
be served, which is an increase of 1,700 over tinet service population. Funding of
a prostate cancer screening program is estimatserte just over 6,100 men at risk. The
colorectal cancer screening effort may provide éarever 12,000 Kansans.

Cost Estimate: The total cost estimate of the combined progrian$6.2 million dollars
for SFY 2009 is estimated as follows:

Colorectal Cancer Screening and Diagnostic servcg3,668,125
Prostate Cancer Screening and Diagnostics = $3@0.3,
Breast and Cervical Cancer Screening and Diagrsostic$1,141,529

Considerations:

* The expense of cancer screening is often raisacdcaacern. While short-term
costs for screening and treatment may rise to & si@gree, the long-term
savings resulting from treating cancer in its eathges as opposed to costly
treatment that accompanies advanced cases wiligader greater cost savings
overall.

* The cost of these screening recommendations peaiy to data addressing
need in SFY 2009. Changes in health care progracisding potential
expansions of Medicaid and Premium Assistance progmay alter funding
needs and eligibility levels in future budget cgcle

Providing and Protecting Affordable Health I nsurance (P3)

Providing and Protecting Affordable Health Insurance: Background Information |

Kansas Health Policy Authority 41
Health Reform Draft Policy Option
October 15/16, 2007



One of the three KHPA goals for health reform imKas is providing and protecting
affordable health insurance. Underlying this gsahie need for all Kansas to have access
to affordable health insurance in order to reduaeiérs to receiving appropriate,
adequate, and timely health care services.

Background on Health Insurancein the United States’:

Employers, both private and public, are the prinsyrce of health insurance for people
under age 65 (Medicare covers most of the eldeglgine 160 million U.S. workers and
their dependents receive health benefits throughbrkplace. But in recent years, good,
comprehensive coverage has been harder to confdtbgugh annual growth in national
health care expenditures and premiums has levéled around 7 percent, it continues to
outpace economic and wage growth by a wide ma#Agra result, employers who
provide health benefits—especially small firms—amneing it difficult to maintain their
level of generosity. Businesses have tried to dppgharing more of their expenses with
employees, but some small companies have elimirragalth benefits altogether. Nearly
the entire increase in the number of uninsured Agaes between 2000 and 2006—to
44.8 million—is attributable to the decline in eroyr coverage.

Background on Health Insurancein Kansas"®*:

In Kansas, approximately 11 percent of the popahator nearly 300,000 people, are
uninsured. Misconceptions about the uninsured ang @ommon; for example, some
believe that individuals who lack health insuraaoe unemployed. On the contrary, 95
percent of uninsured Kansans live in a househald atileast one worker. Individuals
most at-risk for lacking health insurance includeiryg adults, individuals employed by
small businesses, racial and ethnic minorities;ile@@me individuals, and residents of
Southwest Kansas.

Compared to other groups, young adults ages 18@d higher uninsured rates. Around
57 percent of individuals ages 18-34 are uninsaogdpared to 10 percent of Kansans
ages 35-64. Another at-risk group, employees ofldmnainesses, is disproportionately
represented among the uninsured. Over 77 percehéaminsured work for small
businesses with 50 or fewer employees. Many snuaiiness employers are unable to or
choose not to offer health insurance as an emplogeefit.

Among racial and ethnic minorities Hispanics argerfoequently lacking health
insurance. Nearly 30 percent of Hispanics verspsr@ent of non-Hispanic whites in
Kansas were uninsured for 2004-2005. In additiaan-Nlispanic Blacks are 1.5 times

® Excerpts from the Common Wealth Fund websitetierRrogram on the Future of Health Insurance.
Available athttp://www.commonwealthfund.org/programs/prograriss.Htm?attrib_id=11934

" Kansas Department of Insurance. Excerpts fronStage Planning Grant Findings for 2001. Other
reference materials locatedtstp://www.ksinsurance.org/

8 Kansas health insurance statistics were collefoted the Annual Social and Economic Supplemenheo t
Current Population Survey availablehdip://www.bls.census.gov/cps/asec/adsmain.htm

° Excerpts from the Mercer Uninsured Report: Statéamsas. July 7, 2005.
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more likely to be uninsured than non-Hispanic whiteth almost 15 percent uninsured
during that same time period.

Income level is another predictor for being uniesulow-income individuals are more
likely to be uninsured than higher income individu&or individuals with annual family
incomes of less than $25,000, 22 percent were uredsvith another 13 percent
uninsured for those with family incomes between,$286 and $50,000.

Geographical location is a determinant of healfurance status; nearly 17 percent of
Kansans living in the southwest are uninsured h@feight counties in Kansas with
uninsurance rates at or above 18 percent, sixeon tare located in the southwest region.
One explanation is due to this region having tingdst proportion of Hispanics, whom as
discussed above, have the highest percent of jiglaibon uninsured.

Kansas faces challenges in terms of health insarawnailability and affordability,
particularly for small employers. Over two-thirdsuminsured full time working adults in
Kansas are employed by firms with less than 25 eysgals. For more than a decade the
number of uninsured Kansans has remained staterimgvaround eleven percent and
past insurance reforms have had minimal impactrraving access to health insurance
in Kansas. The state has undertaken a numbecm@nental policy actions to improve
access to health insurance for other sub-popukbbiKansans. Health insurance
policies enacted in Kansas aimed at improving serajployer access to health insurance
include guaranteed access by small employers tosalfance plans offered by carriers
and the establishment of premium rating bandsaddress access problems of those in
the individual market denied health insurance duexisting health problems, the
legislature established a “high-risk” pool, butraited number of persons have used this
mechanism due to the premium costs.

Increasingly Kansans in various venues are exprgggowing concern about their
continued access to affordable health insuranc&epgtember 2003 poll of Kansas
residents’ views of the health care system comuomesl by the Kansas Health Institute
and conducted by Harvard School of Public Heatihnfl that seventy-eight percent of
Kansans felt that funding programs that help simadinesses find affordable health
insurance was an extremely or very important pigdar the state’s health care agenda.
And when asked if cost, quality or access was thstmmportant health care issue at the
present time, 38 percent of Kansans felt that actekealth care was the most important,
compared to 48 percent for cost and 9 percentdality. A 2004 survey of small
business’ health insurance experience revealedasarg vulnerability in continued
provision of health insurance to employees. Kaesagloyers participating in the 2004
Small Business Health Insurance Survey reportedrbkarance premiums had increased
substantially from 2003 to 2004 with over thirty@ent of firms reporting that their
premiums rose by 16-25 percent and 28 percenttiegdhat their premiums rose over
25 percent. More than a fifth of the firms repdrthat they were considering dropping
coverage and nearly three-fifths were planningntmease employee contributions.
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Policy Options: The three components of the updated SequentiaeMmalicy options
designed to provide and protect affordable heaklriance for all Kansans are described
in more detail in the presentation by the SchramieiBla LLC Consultants:

o (1) Expanding insurance for low-income Kansans
0 (2) Access to care for Kansas children

o (3) Affordable coverage for small business

Kansas Health Policy Authority 44
Health Reform Draft Policy Option
October 15/16, 2007



